
  
ADULT INTAKE QUESTIONNAIRE 

 
 
Name:  D.O.B.:  Age:  
Occupation:  

 
Contact Details 
 

Postal 
Address: 

 

Mobile:  Home Phone:  

Email Address:  
 
Partner Relationship 
 
Status:  Partner Name:  Partner Age:  

Partner Occupation:  

 
Medical Information 
 

Doctor:  

Surgery Address:  

Medicare No.:  IRN:  Expiry:  

Private Health Fund:  

 
Other People Living in Your Household 
 

Name Age Sex Relationship to You 

    

    

    

    

    



Reason for Your Appointment 
 
 

 
Personal History 
 

Current Health Status:  

Past Illnesses and/or Injuries:  

Medications:  

Previous Psychological or 
Psychiatric Treatment:  

How did you hear about our 
clinic?  

 


